Arab Immigrant Muslim Mothers’ Perceptions of Children's Attention Deficit Hyperactivity Disorder  by AlAzzam, Manar & Daack-Hirsch, Sandra
 Procedia - Social and Behavioral Sciences  185 ( 2015 )  23 – 34 
Available online at www.sciencedirect.com
ScienceDirect
1877-0428 © 2015 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license 
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
Peer-review under responsibility of Academic World Education and Research Center
doi: 10.1016/j.sbspro.2015.03.454 
3rd World Conference on Psychology and Sociology, WCPS- 2014 
Arab Immigrant Muslim Mothers' Perceptions of Children's 
Attention Deficit Hyperactivity Disorder 
Manar AlAzzam a* Sandra Daack-Hirschb 
aPrincess Salma Faculty of Nursing, Al al-Bayt University, P.O.BOX 130040 , Mafraq 25113, Jordan 
b The University of Iowa, College of Nursing, Iowa City, IA 52242, United States.. 
Abstract 
Attention deficit hyperactivity disorder (ADHD) is a common behavioral problem among children and has been studied 
extensively. However, this disorder is understudied in ethnic, immigrant minorities in the United States including Arabs. 
Purpose: The purpose of this study was to elicit mothers’ perceptions and responses to behavioral problems associated with 
ADHD in children. Methods: A descriptive qualitative study was conducted with Arab immigrant Muslim mothers who had 
children between the ages of 5–12 years old. Data were analyzed using content analysis. Results: Mothers recognized 
problematic behaviors that are consistent with the diagnosis of ADHD. This is an important step toward seeking help to diagnose 
and treat children with ADHD. Moreover, Mothers’ decision to seek help  to address these behaviors were linked to the presence 
of several triggers. Finally, the participants may be less likely to seek help from mental health professionals for their children’s 
behavior problems. Conclusion: Culturally sensitive interventions may be needed to help Arab immigrant families access care for 
children with behavior problems such as ADHD. Recommendation: Future research is needed to better understand the actual 
utilization of mental health services in Arab immigrant families who have children with ADHD. 
© 2015 The Authors. Published by Elsevier Ltd. 
Peer-review under responsibility of Academic World Education and Research Center. 
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1. Introduction  
Attention deficit hyperactivity disorder (ADHD) is one of the most prevalent behavioral disorders of childhood. 
However, the prevalence of ADHD varies across countries, with a worldwide prevalence estimated to range between 
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2.2% and 17.8% of the total population (Skoanti, Philalithis & Galanakis, 2007). One explanation for this variability 
in the prevalence of ADHD is that the perception of what ADHD is differs across cultures (Bussing et al., 1997; 
Livingston, 1999; Parens & Johnston, 2009; Polanczyk & Johnston,2008; Rohde et al., 2005). Further, whether 
individuals and communities perceive the behaviors associated with ADHD as problematic depends on a given 
culture’s acceptance of the problem behaviors associated with ADHD and their occurrence in children (Livingston, 
1999; Reid, 1995; Rohde et al., 2005; Farah et al., 2009; Faraone et al., 2003). 
 
1.1. Prevalence of ADHD in the Arab World 
 
ADHD has received comprehensive attention in the United States (US) and Europe, but less is known about 
ADHD in other parts of the world. For example, in the Arab world there are few studies that address children’s 
behavioral problems in general and ADHD in specific (Alhamed et al., 2008; Al Shabeti et al, 2008; Alyahni & 
Goodman, 2008; Elhamid, Howe & Reading, 2009). The prevalence of ADHD symptoms in Arab cases varies 
considerably between 0.5% to 14.9%. Prevalenes were based on a limited number of studies conducted in Arab 
countries and using different methodologies (Farah et al., 2009). There is limited information available about the 
risk factors, cultural factors, and families’ perceptions of children’s behavioral problems within the Arab community 
(Farah et al., 2009). Also, while ADHD is studied in some countries comprising the Arab world (UAE, Oman, 
Lebanon, Egypt, Saudi Arabia, and Qatar), in many other countries there have been few studies on this type of 
disorder (e.g., Jordan, Bahrain, Palestine, Morocco, and Algeria). Therefore, worldwide little is known about 
childhood behavioral problems such as ADHD among Arab children.  
 
1.2. Culture and ADHD 
 
Individual’s perception of ADHD behavioral symptoms varies considerably across cultures (Bussing et al., 2009; 
Livingston, 1999; Parens & Johnston, 2009; Polanczyk & Jensen, 2008; Rohde et al., 2005). Further, cultural factors 
might contribute to the identification of ADHD in its clinical manifestations (Livingston, 1999; Reid, 1995; Rohde 
et al., 2005; Farah et al., 2009; Faraone et al., 2003). For example, behavior considered problematic and 
necessitating medical attention in one culture may be perceived as the typical normal behavior of an active child in 
another. Thus, to completely understand how to identify and treat ADHD, it must be studied from within a cultural 
perspective. Research suggests that “culturally-relevant” factors, like beliefs and values regarding child behavior, 
impact the way members of various ethnic and cultural groups view and respond to problematic behavior in children 
(Barkley, 2006; Firaldi, 2006). 
Research aimed at understanding parental beliefs is one way to elucidate how members of a culture perceive and 
respond to problematic behavior in children. Studying behavioral problems among ethnic groups in the United 
States where the population is culturally diverse will aid in the development of culturally sensitive intervention and 
educational programs aimed at addressing problematic child behavior while decreasing critical mental health 
disparities among ethnic groups (Bailey, 2005; Bengi-Arslan et al., 1997; Bussing et al., 1998; Bussing et al., 2003; 
Kendal & Hatton, 2002; Kendall et al., 2005).  
In summary, there is dearth of literature on Arab perspectives of problematic behavior in children—which may 
affect health care providers’ ability to recognize and understand the factors that may influence Arab families’ 
attitudes toward childhood behavioral problems and specifically ADHD. Further, if providers and families differ on 
their views of childhood behavioral problems, parents’ may not seek help for their children or follow through on 
recommendations for diagnosis and care of their children with behavior disorders such as ADHD. Therefore, the 
purpose of this study was to elicit Arab immigrant Muslim mothers’ perceptions of and responses to behavioral 
problems in children, especially those behaviors associated with ADHD. The overall assumption of this study was 
that knowledge of parental beliefs and perceptions of child behavior problems such as ADHD is fundamental to 
better understanding, identifying, and managing these problems in Arab children. This information should aid in the 
development of culturally appropriate prevention and intervention programs for Arab immigrants in the United 
States and perhaps in Arab countries. 
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2. Methodology 
 
A purposeful sample of 16 Arab immigrant Muslim mothers with children between the ages of 5–12 years old 
was recruited for this study. This age range was targeted because the majority of children diagnosed with ADHD are 
school age (Barkley & Murphy, 2006). Mothers were recruited for this study because within the Arab Muslim 
culture, mothers are considered the primary care takers of children, spending the majority of their time with them 
(Abudabbeh, 1996; Hammad, 1999; Zurayk et al., 1997). Additionally, many studies of this nature begin with 
mothers because they can provide more first-hand information about their children’s behaviors (Diaz, 2009; Kendall 
et al, 2005; Oh & Kendall, 2009).   
Inclusion criteria consisted of Muslim immigrant women ages 18 or older of Arab descent who were born and 
raised in their home countries, and have been living in the U.S. for at least one year, who had children between the 
ages of 5 and 12 years old, and who were able to provide written consent. Mothers who self-reported emotional, 
cognitive, or mental health conditions were excluded from this study because such problems might impede their 
ability to give informed consent. 
 
2.1. Recruitment Method and Strategy 
 
Participants were recruited through two mosques loated in the Midwestern United States (U.S.). Recruitment 
materials (introductory letters, response forms, and pre-addressed envelopes) were then sent to the mosque 
administrators, who facilitated the recruitment of the study participants by broadly distributing the recruitment 
materials. The introductory letter contained information about the first author (MA) and a brief description of the 
proposed research. Mothers who were interested in the study were instructed to return a response form giving 
permission to be contacted about the study.  
Upon receiving  the response forms from the mothers, MA contacted the mothers by  phone to introduce herself, 
talk about the planned study, and discuss the consent process using the consent document. During that phone call the 
participants had the opportunity to ask any questions they had about the study. An appointment was scheduled for an 
in-person research interview for those interested in further participation. 
 
2.2. Interview Procedure 
 
The participants were given the choice of being interviewed in their homes or at other neutral locations. Ten 
participants preferred to be interviewed in their homes, while the other six participants asked to be interviewed in a 
private room at the mosque because they felt their home environments were too noisy. MA conducted all of the 
interviews because she is from an Arab country and shares a similar cultural background with the participants. She 
speaks the same language (Arabic) and has the same faith (Islam) as the participants; she is also a woman parenting 
three children. Hence, we believe that MA was able to establish a trusting relationship with the participants allowing 
for more  candid interviews.  
Before proceeding with the qualitative interview each basic basic sociodemographic information about the 
mothers (e.g. country of birth, age, level of education, age of children in the family, occupation, number of years of 
living in the U.S.) was collected. Data about participants’ description and understanding of children’s behavioral 
problems in general, the mothers’ perceptions of ADHD in specific (including the signs and symptoms, diagnosis, 
and treatment), and how they would react to such problems were collected using a semi structured interview format. 
During the interviews, probing questions were asked as needed to clarify what the participants had said. 
 
2.3. Data collection  
 
General understandings and perceptions of ADHD symptoms as specified in the DSM-IV were elicited by asking 
the mothers to review specific ADHD symptoms listed on the Disruptive Behavior Rating Scale (DBRS) (Barkley, 
1995). Eighteen items were used from the DBRS because these items closely resemble the DSM-IV criteria of 
ADHD symptoms. Each symptom was read aloud to the participants. They were then asked what first came to mind 
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as they heard each one and to share their thoughts about the symptoms. ADHD symptoms were described in more 
detail when participants had problems conceptually understanding it.  
Field notes including observations, methodological notes, and personal notes were recoded after each interview. 
These notes were used during the data analysis process to support the findings as well as to allow for  reflection of 
the interview experience (Denzin & Lincoln, 2005). 
 
2.4. Data Management 
 
Each participant was issued a pseudonym and ID number. Participants’ interviews were digitally recorded and 
transcribed verbatim into Microsoft Word and verified for accuracy by MA. Two interviews were conducted in 
Arabic. These two interviews were translated into English by MA who is proficient in both languages. Each 
transcript was then validated by an independent bilingual translator to ensure its accuracy. The data was stored in an 
NVivo 9 database (QSR International, 2010). The NVivo software facilitated coding, sorting, and retrieving data 
during the analysis process. 
 
2.5. Data Analysis 
 
Qualitative content analysis was used to identify the important aspects in the transcripts. The analysis process and 
the data collection process were simultaneously conducted in this study. Each interview, along with field notes, and 
demographic data were entered into Nvivo per each separate participant.  
Analysis began with several readings of the interview transcripts to gain familiarity with their contents. Each 
transcript was divided into meaningful units and was labeled with codes (Graneheim & Lundham, 2004; Mavring, 
2000; Morgan, 1993; Sandelowski, 2000). Each response to the interview questions in every interview was 
considered a meaningful unit. Then the meaningful units were given descriptive codes. The assigned codes were 
based on broad topical areas consistent with the  purpose of the study. The various codes were then compared based 
on demographic differences and similarities and sorted into categories. We then read within each category and 
created more discrete descriptive subcategories for the contents of each category.  
After all the transcripts were analyzed we used NVivo to create a report. The report generated a document listing 
each category and its subcategory codes along with corresponding text for each code. The report was reviewed by 
the research team to validate that each quote from the participants’ transcripts represented the code it was assigned 
to. Transcripts and the field notes were reviewed again to confirm that the essential codes had been captured.   
 
3. Study Results  
 
3.1. Demographic 
 
The following demographic data about the participants were collected during the interviews: age, number of 
children, age of children, level of education, employment status, and country of birth. Participants were on average, 
36 years old, had three children, and had been living in the U.S. for ten years. Most of the participants were 
unemployed (75%). This was  a well educated group with a large proportion of mothers having had completed a 
college degree (44%). The sample was diverse with regard to the country of birth. A summary of the participants’ 
demographic data are presented in Table 1. 
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Table 1. A summary of the Participants’ demographic data (N=16) 
 
Characteristics Value 
Age 
Mean (SD) 
Range 
Median 
 
36(6.3) 
24-48 
35 
 
Education n(%) 
High school diploma  
College degree 
Graduate 
 
4(25) 
7(44) 
5(31) 
Employment status n(%) 
Unemployed 
Students 
Full-time employed 
 
 
12(75) 
3(19) 
1(6) 
Total number of live children 
Mean (SD) 
Range 
Median 
 
 
2.8(1.2) 
1-5 
3 
Country of origin n(%) 
Egypt 
Jordan 
Kuwait 
Libya 
Oman 
Palestine 
Sudan 
Syria 
 
1(6) 
5(31) 
2(13) 
1(6) 
1(6) 
3(19) 
2(13) 
1(6) 
 
*Graduate: participant is enrolled in a graduate program or has a graduate degree. 
 
3.2. Interview results 
  
Mothers consistently recognized the ADHD symptoms as outlined in the DSM-IV as problematic. Their 
descriptors are presented in Table 2.  
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Table 2. Mothers’ descriptors of the behaviors listed in the DBRS 
 
Mothers’ Descriptors   
Hyperactive Talkative 
Has extra energy Disrespectful  
Active Restless 
Lazy Attention problem 
Careless The child have focus problem 
ADHD  
Anxiety problem  
 
Mothers proposed several strategies to manage the child’s problematic behavior. Parental strategies and exemplar 
quotes are listed in Table 3. 
 
Table 3. Mothers’ proposed strategies to manage the child’s problematic behavior 
 
Parental Responses Exemplar Quotes 
Punishment 
 
If he does not listen I will do some punishment, like I will send him for a time out, no 
going with friends, no TV. 
 
Communication 
[I will] talk with my daughter several times and try to understand why she is always 
disturbing other kids.  
 
Involve the child in more 
activities 
If my child acted like that, first I’m going to try to involve him in some activities so he 
will take off all the extra energy he has and see how he will react. 
 
Using the reward system I will use the reward process. If he does well, then I will reward him with something.  
Work collaboratively with 
the teacher 
I will ask the teacher for help and if she recommends seeing a counselor or if there are 
any resources at the school I can use to help him. 
 
Ignoring the child 
behaviors I will not pay attention to him. I will ignore them for a while until they behave. 
 
Mothers described five triggers that would cause them to seek professional help for the child’s problematic 
behavior. Mothers most often reported that they would deal with the child’s behavior themselves until a certain point 
was reached where they felt they could no longer handle the child alone. Then they would seek help—this point was 
coded as a “trigger.” Five types of triggers were reported by mothers and were subcategorized as follows: behavior 
is not expected for the child’s developmental stage, consistency/persistence of the behavior, the mother’s inability to 
control the behavior, interference of the behavior with the child’s academic achievement, and temper tantrum. 
Mothers considered all these triggers when deciding to seek help for the child. Mothers responses and quotes 
exemplar are listed in Table 4. 
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Table 4. Triggers that would cause the mothers to seek professional help for the child’s problematic behavior. 
 
Parental Responses Exemplar Quotes  
Behavior is not expected for the 
child’s developmental  stage 
Actually for a seven-year-old it’s not normal to have this behavior [all 
the time], so I think it’s not something that the parents should ignore or 
live with. 
 
Consistency/persistent 
…if [the behaviors] persists and I did not know how to deal with it, 
then I think I don’t mind taking her to her physician. 
 
Mothers’ Inability to Control the 
Behaviors 
When I feel that I cannot control him, and I used punishment and it 
does not work, then yeah, I will go for help. 
 
Academic achievement 
If it [the behavior] gets bad I will [seek help], by bad I mean if this 
starts to affect her school and her achievement. 
 
Temper Tantrum It’s [the child’s] tantrum that I would be worried about. 
 
The following quotes exemplify mothers’ unfavorable attitudes toward seeking mental health services reflecting 
stigma, cultural, and traditional beliefs about mental health problems; and a sense that parents are responsible for the 
child’s problematic behavior.  
• Of course they [people back home] will blame the parents because they will think that it is the 
parents’ fault that their child is acting like this [having behavioral problems] and they [the parents] didn’t 
discipline him and they did not teach their kids good behaviors and how to respect others. 
• I saw children with mental problems and they are at home and the parents would not take them to 
a psychologist or a psychiatrist because it is a shame… and the family will be stigmatized. 
 
An interesting finding of the current study is that mothers’ attitudes toward children’s behavioral problems 
differed when in the U.S. compared to the accepted attitudes held in their home countries. For example: 
 
• If I’m in my home country, maybe I will discipline more, but here [in the States] you just cannot 
because there are so many ways you can get help for the child. 
• Because I’m here [U.S.] it is ok for me to see a psychologist, but in my country I will be concerned 
about the psychologist or psychiatrist. The culture does not accept that. 
• Usually, family would help in this matter. Back home you would not seek help from out of the 
family, it is not good to get help from others… 
 
 
4. Discussion 
 
Early recognition and identification of the signs and symptoms for ADHD is needed in order to provide timely 
intervention and prevent further complication (Bussing et al., 2003; Firaldi, 2006; Saval, Goodman & Ford, 2006; 
Saval, Taylor & Beecham, 2003). The Help-Seeking Behavior Model (HSBM) has been proposed as a framework to 
explore Latino parents’ perceptions of their children’s ADHD, treatment-seeking behaviors, and actions to find help 
for their children (Firaldi, 2006) Also, the model has been used to explain factors that may be predictive of service 
use among minorities. The ADHD HSBM by Eiraldi and colleagues was developed based on previous help-seeking 
models (Cauce et al., 2002; Wills & De Paulo, 1991). The HSBM consists of four stages: problem recognition, 
decision to seek help, service selection, and service use and creates a useful framework to discuss the major findings 
of our study (see Figure 1). 
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Figure 1. The HSBM Source: Eiraldi et al., 2006 
 
One important finding of our  study was the ability of the Arab immigrant Muslim mothers to recognize the 
depicted behaviors in the behavioral checklist as disruptive and problematic behaviors, though not necessarily 
recognizing the behaviors as ADHD. According to the HSB model, the concept of parental problem recognition is 
the first step in the help-seeking process for children with emotional or externalizing behavioral problems (Firaldi, 
2006). Thus, when parents acknowledge the presence of problematic behaviors, they tend to explore the behaviors in 
more detail (e.g. why these behaviors are happening, how to modify these behaviors, and whether or not to seek help 
for the child). In the current study mothers were able to recognize the behaviors as problematic; this is important 
because recognition implies that mothers are in the first step toward seeking help for the child. 
Few studies have explored the parental ability to recognize problem behaviors in their children. Slade (2004), 
concluded that many children do not receive adequate help because parents or other adults (teachers, health 
professionals) do not recognize that a child is in need of help, or they do not recognize that the child’s behaviors are 
outside the limits of what is typical (Slade, 2004). Slade’s (2004) findings suggest that many children may suffer 
from unrecognized behavioral problems. Thus, they may suffer from complication later in their life as a result of not 
being treated. Indeed mothers in the current study verbalized the need to seek help to manage a child’s behavior 
problems if they interfered with the child’s ability to do well in school fearing that failure in classroom would lead 
to poor outcomes in their adult lives.   
Another factor that is associated with parental recognition for the problematic behaviors is parental tolerance for 
the child’s “misbehaviors”. Parental ability to accept a behavior as either normal behaviors or abnormal behaviors 
varies among parents from different cultures because they may have different tolerance levels of acceptance for a 
child’s behaviors. Weisz and colleagues termed these tolerance levels as thresholds for recognizing a behavior as 
problematic (Weisz et al., 1998). In their original study, Weisz et al. (1988) found that Thai parents rated a child’s 
behavioral problems less serious and less worrisome compared to American parents, who had high sensitivity to 
child behavioral problems (e.g. shyness, fear, disobedience, fighting). Weisz et al. (1988) also found that cultural 
variables play a role in parents’ thresholds for child emotional and behavioral problems.  
In this study, mothers were concerned about the child’s hyperactivity and the inability of the child to concentrate. 
Mothers talked about punishment, helping the child to be more organized and more focused, communication, 
rewarding the child for good behavior, and working collaboratively with the child’s teacher, in order to correct the 
problematic behaviors. The parental strategies reported by the mothers in the present study, are consistent with the 
reported parental strategies by the mothers in Diaz’s study. In his study, the participants reported using 
communication, punishment, and talked about helping the child with homework and organizing the child’s 
environment to help the child focus better (Diaz, 2009). That mothers in this study were able to recognize the child’s 
behaviors as problematic suggests that they accepted the idea that the child is having a problem. Consequently, they 
have to consider the pros and cons of different ways to deal with the problem and decide whether they are willing to 
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seek help or not. 
According to the HSBM, after parents recognize that a child has ADHD, they need to decide whether they want 
to pursue treatment (Firaldi, 2006). In this study, the mothers reported that they would deal with the child’s 
behaviors when they noticed them until a certain point was reached and they felt they were no longer able to tolerate 
the behavior (a trigger point), and then they would go for help. This finding adds to the limited body of literature 
about when parents from ethnic minorities reached the point where they admit that they cannot handle the child’s 
behaviors and need to seek help.  
Consistent with the Arcia and Ferandez (2003) findings, the mothers in the present study first noticed that the 
child was having behavioral problems, and they expressed concern over the child’s behaviors. Then, with the 
presence of the previously mentioned triggers, mothers reached a point where they acknowledged the seriousness of 
the behavioral problems and decided to seek help. The present study findings revealed that for mothers, the decision 
for seeking help was motivated when multiple factors came together to encourage mothers to seek help, a sort of 
tipping point. This finding is consistent with the available body of literature. For example, in a qualitative study 
among Latino mothers of children with ADHD who sought treatment for their children, Arcia and Fernández (2003) 
found that hyperactivity and school complaints about the child’s behaviors were the primary reasons mothers sought 
treatment for their children.  
Mothers in the current study were reluctant to seek professional help (psychiatrist/ psychologist) for problematic 
behaviors. Furthermore, they did not consider ADHD a mental health problem; instead, they considered it a 
behavioral problem that could be corrected through behavioral modifications and parental strategies. This might 
contribute to their reluctance in seeking professional (psychiatrist/ psychologist) help for the problematic behaviors. 
Even if they considered the problematic behaviors (e.g., ADHD) as mental health problems, they were still reluctant 
to seek professional help due to the societal stigma associated with these services in the Arab culture. The pattern of 
seeking mental health services among Arab individuals may be  influenced by the societal stigma associated with 
these services (Al Krenawi et al., 2004; Al Krenawi, 2005). Others have reported that Arab cultural views about 
mental health services are connected to a sense of shame and stigma for the patient and his/her family, as it affects 
the individual’s social status within the community (Abudabbeh, 1996; Abu, 2003; Al Subaie & Alhamed, 2000).  In 
the current study, mothers reported the sense of stigma as a barrier for them to seeking mental health help for their 
children. Interestingly, mothers reported that if they were referred to a mental health professional (psychiatrist/ 
psychologist) to address their child’s behaviors, they would do so because they are in the U.S. Mothers in the current 
study claimed that seeking mental health services in the United States is not as much of a stigma as it is in the Arab 
culture. 
 
5. Study Limitations  
 
The results of the present study should be interpreted with caution because of the study’s limitations. One 
limitation of this study was that the majority of the participant mothers did not have children with an ADHD 
diagnosis or any other type of externalizing behavior disorder. Thus, the presented results may not represent the 
perceptions of parents of children who have ADHD or another disruptive behavior diagnosis. Other researchers 
reported that the perceptions of parents who have children diagnosed with ADHD differ from parents who do not 
have children with ADHD (Diaz, 2009; Gerdes & Hoza, 2006; Johnston et al., 1997; Johnston et al., 2006).   
However, the findings from this study provide a beginning understanding of how Arab immigrant Muslim 
mothers perceive and respond to ADHD-related behaviors. The study findings provide a base for increasing clinical 
understanding and future research to explore Arab immigrant Muslim parents and children with behavioral problems 
in more depth. 
 
6. Clinical Implications of the Current Study Findings 
Given that this study was among the first to explore parental perceptions and responses toward children’s 
behavioral problems in Arab immigrant Muslim mothers, the findings in the present study have important 
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implications for clinical practices. An important implication from the current study was that Arab immigrant Muslim 
mothers recognized the depicted behaviors in the ADHD symptoms on the checklist as problematic, even if they did 
not necessarily label such behaviors as ADHD or any other behavioral problem.   
In general, the results from this study imply that innovative and culturally sensitive strategies with Arab families 
to facilitate their willingness to seek help for children who demonstrate externalizing behavioral problems are 
needed. Implementing accessible, acceptable, affordable, and culturally-sensitive mental health services for Arab 
immigrant Muslim parents is believed to increase the likelihood of using these formal services and result in better 
intervention outcomes. Others have suggested that services sensitive toward specific minority groups through 
awareness of their cultural values and beliefs may facilitate the parents’ use of these services and improve attitudes 
toward these services (Al Krenawi, 2002; Al Krenawi & Graham, 2000).  
 
7. Future Research 
Exploratory studies are needed to examine the help-seeking patterns for children’s behavioral problems and 
preferred sources of help by Arab Muslim parents. Specifically, future studies should focus on Arab immigrant 
Muslim parents’ attitudes toward mental health services, barriers to seeking such services, and how to facilitate and 
enhance parental attitudes toward these services. 
Furthermore, future studies are needed to explore parental understandings of the causes of behavioral problems in 
children among Arab immigrant Muslim mothers. Others have shown that parental understanding of the causes of 
the problematic behaviors does impact parental decisions to seek help (Firaldi, 2006; Bussing et al., 2002; Bussing 
et al., 1998).  
8. Conclusion 
Mothers recognized problem behaviors that are consistent with the diagnosis of ADHD; this is an important first 
step along the help seeking pathway. Mothers’ help-seeking behaviors to address the problematic behaviors were 
linked to the presence of several triggers that cued a help-seeking process response. Arab Muslim mothers may be 
less likely to seek help from mental health professionals for their children’s behavior problems. Culturally sensitive 
interventions may be needed to help Arab immigrant families access care for children with behavior problems such 
as ADHD. 
 
Acknowledgment 
The authors thank all who facilitated the process of conducting this study. Additionally, many thanks are owed to 
the mothers who participated in the study.  
 
References 
 
Abudabbeh, N., (1996). Arab families. In M. McGoldrick, J. Giordano, & J. K. Pearce (Eds.), Ethnicity and family therapy (pp. 333–346). New 
York, NY: Guilford Press. 
Abu R. W., (2003). Barriers to services for Arab immigrant battered women in a Detroit suburb. Journal of Social Work Research and 
Evaluation: an International Publication, 4,(1), 49-66. 
Al Hamed, J. H., Taha, A. Z., Sabra, A. A. & Bella, H., (2008). Attention deficit hyperactivity disorder (ADHD) among male primary school 
children in Dammam, Saudi Arabia: Prevalence and associated factors. The Journal of the Egyptian Public Health Association, 83, (3–4), 
165-182. 
Al-Krenawi, A., (2002).  Mental health service utilization among the Arabs in Israel. Social Work in Health Care, 35, (1-2), 577-589. 
Al-Krenawi, A. (2005). Mental health practice in Arab countries. Current Opinion in Psychiatry, 18, (5), 560.  
Al-Krenawi, A. & Graham, J. R., (2000). Culturally sensitive social work practice with Arab clients in mental health settings. Health and Social 
Work, 25, (1), 9–22. 
Al-Krenawi, A., Graham, J. R., Dean, Y. Z. & Eltaiba, N., (2004). Cross-national study of attitudes towards seeking professional help: Jordan, 
United Arab Emirates (UAE) and Arabs in Israel. International Journal of Social Psychiatry, 50, (2), 102. 
33 Manar AlAzzam and Sandra Daack-Hirsch /  Procedia - Social and Behavioral Sciences  185 ( 2015 )  23 – 34 
Al-Sharbati, M., Al-Adawi, S., Ganguly, S., Al-Lawatiya, S. & Al-Mshefri, F., (2008). Hyperactivity in a sample of Omani schoolboys. Journal 
of Attention Disorders, 12, (3), 250- 264. 
Al-Subaie, A. & Alhamad, A., (2000). Psychiatry in Saudi Arabia. In I. Al-Issa (Ed.), Al-Junūn : Mental illness in the Islamic world (pp. 205–
233). 
Alyahri, A. & Goodman, R., (2008). The prevalence of DSM-IV psychiatric disorders among 7–10-year-old Yemeni schoolchildren. Social 
Psychiatry and Psychiatric Epidemiology, 43(3), 224–230. 
Arcia, E. & Fernández, M. C., (2003). Presenting problems and assigned diagnoses among young Latino children with disruptive behavior. 
Journal of Attention Disorders, 6, (4), 177-189.  
Bailey, R. K., (2005). Diagnosis and treatment of attention-deficit/hyperactivity disorder (ADHD) in African-American and Hispanic patients. 
Journal of the National Medical Association, 97(10 Suppl), 3S. 
Barkley, R. A., (1998). Attention-deficit hyperactivity disorder: A handbook for diagnosis and treatment. New York, NY: Guilford Press. 
Barkley, R. A., (Ed.). (2006). Attention deficit hyperactivity disorder: A handbook for diagnosis and treatment (3rd ed.). New York, NY: The 
Guilford Press. 
Barkley, R. A. & Murphy, K. R., (2006). Identifying new symptoms for diagnosing ADHD in adulthood. The ADHD Report, 14, (4), 7–11. 
Bengi-Arslan, L., Verhulst, F. C., Ende, J. & Erol, N., (1997). Understanding childhood (problem) behaviors from a cultural perspective: 
Comparison of problem behaviors and competencies in Turkish immigrant, Turkish and Dutch children. Social Psychiatry and Psychiatric 
Epidemiology,  32, (8), 477–484. 
Bussing, R., Schoenberg, N. E. & Perwien, A. R., (1998). Knowledge and information about ADHD: Evidence of cultural differences among 
African-American and white parents. Social Science & Medicine, 46, (7), 919–928. 
Bussing, R., Gary, F. A., Mills, T. L. & Wilson Garvan, C., (2003). Parental explanatory models of ADHD. Social Psychiatry and Psychiatric 
Epidemiology, 38, (10), 563–575. 
Cauce, A. M., Domenech-Rodríguez, M., Paradise, M., Cochran, B. N., Shea, J. M., Srebnik, D. & Baydar, N. (2002). Cultural and contextual 
influences in mental health help seeking: A focus on ethnic minority youth. Journal of Consulting and Clinical Psychology, 70(1), 44. 
Denzin, N. K. & Lincoln, Y. S., (Eds.). (2005). The SAGE book of qualitative research (3rd ed.). Thousand Oaks, CA: SAGE Publications. 
Diaz, Y., (2009). Latino parents' perceptions of, and response to, child attention-deficit/hyperactivity disorder and oppositional defiant disorder: 
An ecological perspective. (Unpublished doctoral dissertation). University of Maryland, College Park. 
Elhamid, A. A., Howe, A. & Reading, R., (2009). Prevalence of emotional and behavioral problems among 6–12-year-old children in Egypt. 
Social Psychiatry and Psychiatric Epidemiology, 44, (1), 8–14. 
Eiraldi, R. B., Mazzuca, L. B., Clarke, A. T., & Power, T. J., (2006). Service utilization among ethnic minority children with ADHD: A model of 
help-seeking behavior. Administration and Policy in Mental Health and Mental Health Services Research, 33, (5), 607–622. 
Farah, L. G., Fayyad, J. A., Eapen, V., Cassir, Y., Salamoun, M. M., Tabet, C. C. & Karam, E. G., (2009). ADHD in the Arab world: A review of 
epidemiologic studies. Journal of Attention Disorders, 13, (3), 211. 
Faraone, S. V., Sergeant, J., Gillberg, C. & Biederman, J., (2003). The worldwide prevalence of ADHD: Is it an American condition? World 
Psychiatry, 2, (2), 104. 
Graneheim, U. H. & Lundman, B., (2004). Qualitative content analysis in nursing research: Concepts, procedures and measures to achieve 
trustworthiness. Nurse Education Today, 24, (2), 105–112. 
Gerdes, A. C., & Hoza, B., (2006). Maternal attributions, affect, and parenting in attention deficit hyperactivity disorder and comparison families. 
Journal of Clinical Child and Adolescent Psychology, 35, (3), 10. 
Hammad, A., Kysia, R., Rabah, R., Hassoun, R. & Connelly, M., (1999). Guide to Arab culture: Health care delivery to the Arab American 
community. 
Johnston, C. & Freeman, W., (1997). Attributions for child behavior in parents of children without behavior disorders and children with attention 
deficit-hyperactivity disorder. Journal of Consulting and Clinical Psychology, 65, (4), 636. 
Johnston, C., Chen, M. & Ohan, J., (2006). Mothers' attributions for behavior in nonproblem boys, boys with attention deficit hyperactivity 
disorder, and boys with attention deficit hyperactivity disorder and oppositional defiant behavior. Journal of Clinical Child & Adolescent 
Psychology, 35, (1), 60-71. 
Kendall, J., Leo, M. C., Perrin, N. & Hatton, D., (2005). Service needs of families with children with ADHD. Journal of Family Nursing, 11(3), 
264. 
Kendall, J. & Hatton, D., (2002). Racism as a source of health disparity in families with children with attention deficit hyperactivity disorder. 
Advances in Nursing Science, 25, (2), 22. 
Livingston, R., (1999). Cultural issues in diagnosis and treatment of ADHD. Journal of the American Academy of Child & Adolescent Psychiatry, 
38, (12), 1591.  
Mayring, P., (2000). Qualitative content analysis. Forum: Qualitative Social Research, 1, (2), 36-50.  
Morgan, D. L., (1993). Qualitative content analysis: A guide to paths not taken. Qualitative Health Research, 3, (1), 109-112. 
Oh, W. O., & Kendall, J., (2009). Patterns of parenting in Korean mothers of children with ADHD: A Q-methodology study. Journal of Family 
Nursing, 15, (3), 312- 318. 
Parens, E. & Johnston, J., (2009). Facts, values, and attention-deficit hyperactivity disorder (ADHD): An update on the controversies. Child and 
Adolescent Psychiatry and Mental Health, 3, 1, 29-34.  
Polanczyk, G. & Jensen, P., (2008). Epidemiologic considerations in attention deficit hyperactivity disorder: A review and update. Child and 
Adolescent Psychiatric Clinics of North America, 17, (2), 245–260. 
Reid, R., (1995). Assessment of ADHD with culturally different groups: The use of behavioral rating scales. School Psychology Review, 24, 537–
560. 
Rohde, L. A., Szobot, C., Polanczyk, G., Schmitz, M., Martins, S.  & Tramontina, S., (2005). Attention-deficit/hyperactivity disorder in a diverse 
culture: Do research and clinical findings support the notion of a cultural construct for the disorder? Biological Psychiatry, 57, (11), 1436–
1441. 
Sandelowski, M., (2000). Whatever happened to qualitative description? Research in Nursing & Health, 23, (4), 334–340. 
34   Manar AlAzzam and Sandra Daack-Hirsch /  Procedia - Social and Behavioral Sciences  185 ( 2015 )  23 – 34 
Sayal, K., Goodman, R. & Ford, T., (2006). Barriers to the identification of children with attention deficit/hyperactivity disorder. Journal of Child 
Psychology and Psychiatry, 47, (7), 744–750. 
Sayal, K., Taylor, E. & Beecham, J.,  (2003). Parental perception of problems and mental health service use for hyperactivity. Journal of the 
American Academy of Child & Adolescent Psychiatry, 42, (12), 1410–1414. 
Skounti, M., Philalithis, A. & Galanakis, E., (2007). Variations in prevalence of attention deficit hyperactivity disorder worldwide. European 
Journal of Pediatrics, 166, (2), 117–123. 
Slade, E. P., (2004). Racial/ethnic disparities in parent perception of child need for mental health care following school disciplinary events. 
Mental Health Services Research, 6, (2), 75–92. 
Weisz, J. R., Suwanlert, S., Chaiyasit, W., Weiss, B., Walter, B. R. & Anderson, W. W., (1988). Thai and American perspectives on over- and 
under-controlled child behavior problems: Exploring the threshold model among parents, teachers, and psychologists. Journal of Consulting 
and Clinical Psychology, 56, (4), 596-601. 
Wills, T.A. & DePaulo, B.M., (1991). Interpersonal analysis of the help seeking process. In C.R. Snyder & D.R. Forsyth (Eds.), Handbook of 
social and clinical psychology (pp. 350-3750. Elmsford, NY: Pergamon. 
Zurayk, H., Sholkamy, H., Younis, N. & Khattab, H., (1997). Women's health problems in the Arab world: A holistic policy perspective. 
International Journal of Gynecology and Obstetrics, 58, (1), 13–21. 
 
 
 
 
 
 
 
